Background: Prevention of ventilator-associated pneumonia is a healthcare goal. Although data is inconsistent, some studies suggest that oral chlorhexidine may decrease rates of pneumonia in mechanically-ventilated patients. We sought to assess the rate of pneumonia in the Surgical Intensive Care Unit (SICU) pre and post implementation of routine chlorhexidine mouthwash prophylaxis.
INTRODUCTION
An estimated 300,000 patients in United States hospitals are mechanically ventilated each year, placing them at risk for ventilator-associated pneumonia (VAP). [1] Up to 20% of mechanically ventilated patients may develop VAP, resulting in prolonged hospital length of stay, increased healthcare costs, and risk of disability in those that survive hospitalization. [2] [3] [4] [5] Overall, attributable mortality of VAP is approximately 9%. Efforts to reduce the development of VAP have primarily focused on sedation management, spontaneous breathing trials, stress ulcer and venous thromboembolism prophylaxis, head of bed elevation and oral hygiene. [6] Chlorhexidine (Peridex®) is a topical antibiotic oral rinse with activity against both gram-positive and gram-negative organisms, which has shown efficacy in some, but not all, studies for VAP prevention. [7] [8] [9] [10] [11] [12] These studies have found significant reductions in nosocomial infection rates, incidence of pneumonia and significantly less gram-negative organisms from the use of chlorhexidine 0.12% solution. [7, 9] Although many studies favor chlorhexidine use, other similar studies have shown comparable rates of VAP between the chlorhexidine and control groups. [13, 14] Due to limitations with available literature and lack of consistency among efficacy outcomes, the 2005 Infectious Disease Society of America (IDSA) Guidelines for hospital-acquired, ventilator and healthcare-associated pneumonia does not recommend routine use of chlorhexidine until more data becomes available. [15] In contrast, the Society of Critical Care Medicine strongly supports the use of VAP prevention bundles, which incorporates the use of topical oral chlorhexidine as an intervention championed by the Institute for Healthcare Improvement. [16] The objective of this study was to assess the rate of probable VAP in mechanically ventilated SICU patients before and after implementation of routine chlorhexidine mouthwash prophylaxis using the 2013 Centers for Disease Control guideline definitions.
MATERIALS AND METHODS

Data collection and assessment
This retrospective cohort study assessed ventilator-associated events prior to and following the implementation of chlorhexidine mouthwash in the 44-bed surgical intensive care unit (SICU) in a University Medical Center. Institutional review board (IRB) approval was obtained from the University Office of Responsible Research Practices Institutional Review Board, and was carried out with the ethical standards set forth in the Helsinki Declaration on 1975.
Definitions
The primary outcome was the development of probable VAP based on the 2013 Center for Disease Control definition, with VAP defined as pneumonia occurring >48 hours following endotracheal intubation. [15] According to the 2013 CDC Ventilator-Associated Event (VAE) guidelines, a Ventilator-Associated Condition (VAC) is the initial surveillance tier, which confirms the patient to be mechanically ventilated for at least 2 calendar days of stable or decreasing daily minimum positive end-expiratory pressure (PEEP) or fraction of inspired oxygen (FIO2); then followed by at least 2 days of increased daily minimum PEEP ≥3 cm H2O greater than the daily PEEP during the baseline period or where the increase in the daily minimum FIO2 is ≥0.20 (20% points in oxygen concentration) greater than the daily minimum FIO2 during the baseline period. The second tier, Infection-related Ventilator-Associated Complication (IVAC) is defined as evidence of an abnormal white blood cell count (≥12,000 cell/mm 3 or ≤4,000 cell/mm 3 ) or abnormal temperature (>38°C or <36°C) and initiation of a new antibiotic that is continued for at least 4 days. Possible and probable VAP are defined as the third tier of the VAE surveillance guidelines, which attempts to identify the subset of IVAC patients with respiratory infections that include evidence of purulent respiratory secretions and/or positive results of microbiological tests performed on respiratory tract specimens. Possible VAP is the presence of purulent secretions or a positive lower respiratory tract culture. Probable VAP is defined as increased oxygenation demand as described in IVAC above with confirmation of purulent secretions and >10,000 cfu/ml from bronchoalveolar lavage (BAL).
In the SICU, diagnosis of pneumonia in mechanically ventilated patients is standardized with protected-catheter quantitative BAL cultures based on clinical and radiographical symptoms. In 2007, our institution developed and implemented a ventilator bundle that included oral care (oral care mouth swabs every 4 hours and as needed, brushing every 12 hours and subglottic suctioning every eight hours), venous thromboembolism prophylaxis, stress ulcer prophylaxis, sedation management and spontaneous breathing trials. Routine use of chlorhexidine mouthwash (15 ml, twice daily) was initiated in all mechanically ventilated patients with tracheostomies in the SICU in February 2010 as a method to reduce ventilator-associated pneumonia (VAP). This study evaluated probable and possible VAP in mechanically ventilated SICU patients with a positiveBAL prior to and following the addition of chlorhexidine mouthwash to the ventilator bundle. All mechanically ventilated patients admitted to the SICU between January 1, 2009-December 31, 2009 and March 1, 2010 -February 28, 2011 were screened for BAL cultures. The pre-group comprised patients before implementation of chlorhexidine mouthwash (January 1, 2009 -December 31, 2009) while the post-group included patients who received prophylactic chlorhexidine mouthwash every 12 hours as part of the VAP prevention protocol (March 1, 2010 -February 28, 2011). Patients were included for analysis if they were mechanically ventilated for ≥2 days, had a positive bacterial quantitative BAL culture within 2 days of the onset of worsening oxygenation. Patients were excluded from analysis if they were less than 18 or greater than 89 years of age, pregnant, incarcerated or had care withdrawn during treatment.
Data
collected included demographics (age, gender, weight, height), baseline vitals/Clinical Pulmonary Infection Score (CPIS), BAL cultures and sensitivities, chest radiograph (CXR) results, ventilator status and requirements, sputum data, duration and type of antibiotic therapy, mechanical ventilator duration, length of ICU and hospital stay, and mortality. BAL cultures collected on ICU day 5 or greater will also be evaluated. All patient data were obtained from our institutional Information Warehouse (IW), electronic patient information system [Integrated Healthcare Information System (IHIS)] and Essentris medical records.
Statistical analysis
The primary outcome of the study was rate of probable VAP prior to and following chlorhexidine mouthwash implementation. Statistical analyses were performed using Statistical Package for Social Sciences (SPSS) version 20 (IBM Armonk, NY). Categorical variables were analyzed using Chi-square statistics and Fisher's exact test and are presented as number and percentage. Continuous data with normal distribution was assessed using the Student's t-test and is presented as mean ± standard deviations, while non-parametric data was analyzed using Mann-Whitney U and is presented as median [intra-quartile ranges (IQR)]. Prior to initiation of the study, statistical significance was set for a P value <0.05.
RESULTS
In the year prior to implementation of chlorhexidine mouthwash there were 2550 patients admitted to the SICU including 1780 patients that received mechanical ventilation for >48 hours while 2647 admissions in the post-group included 1854 patients that received mechanical ventilation for >48 hours. A total of 601 patients that had BAL cultures screened were evaluated for inclusion into this study. A total of 158 patients met inclusion criteria for analysis, with 94 patients in the pre-group and 64 patients in the post-group. Out of the 601 patients screened, 386 patients (64.2%) had no bacterial growth, 34 patients (5.6%) had non-quantitative cultures, and 23 patients (3.8%) were no longer in the SICU to complete the study.
The majority of patients were male with a median age of 57 [44.5-68.5] years. Baseline characteristics did not differ significantly between groups although there was a trend towards more trauma patients in the post-group [ Table 1 ]. The majority of patients were admitted to the SICU on hospital day 1 with a similar median time to BAL collection of 8 days in the pre-group and 7 in the post-group. Median CPIS on day of BAL collection was 6 for both groups.
Overall 100 patients did not experience an increase in minimum PEEP ≥3 cm H2O or FIO2 by ≥0.20 for at least 2 days (50 in pre-group and 40 in post group, P = 0.24), and 13 patients (8 pre-group and 5 post-group, P = 0.42) did not have an abnormal WBC or temperature [ Figure 1 ]. The rate of possible VAP did not differ between groups (3 events in 1780 patients in the pre-group versus 4 in 1854 patients in the post-group, P > 0.99, Figure 2 ). There was a significant decrease in rate of probable VAP from 1.85% in the pre-group (33 events in 1780 patients) to 0.81% in the post-group (15 events in 1854 patients P = 0.0082).There were no significant differences in secondary outcomes between groups. The median duration of mechanical ventilation was 15 days in both the pre-group and the post-group [10] [11] [12] [13] [14] [15] [16] [17] [18] [19] [20] [21] [22] (P = 0.4). Median ICU length of stay for the pre-group was 22 ] days compared to 18 [13] [14] [15] [16] [17] [18] [19] [20] [21] [22] [23] [24] [25] days in the post-group (P = 0.18), and the median hospital length of stay was 28 days and 23 [17] [18] [19] [20] [21] [22] [23] [24] [25] [26] [27] [28] [29] days (P = 0.22), respectively. There was similar mortality between both groups (25.5% pre-group versus 15.6% in the post-group, P = 0.17).
Overall microbiology was similar with the exception of significantly more Staphylococcus aureus in the post-group [ Table 2 ]. While there was significantly more methicillin sensitive Staphylococcus aureus (MSSA) in the post-group, there was no difference between the two groups in rates of methicillin resistant Staphylococcus aureus (MRSA). There was a trend towards less Pseudomonas aeruginosa in the post-group (23.4% pre vs 10.9% post, P = 0.06). The groups also had similar rates of polymicrobial growth, at 39.4% in the pre chlorhexidine group and 31.3% in the post-group (P = 0.32). Microbial data was similar for patients that had BAL collection on SICU day 5 or later, including a trend toward increased rates of Staphylococcus aureus in the post-group, again driven by trend towards increased MSSA rather than MRSA [ Table 3 ]. In addition, the rates or polymicrobial pneumonia and trend for less Pseudomonas aeruginosa in the post-group were also similar for patients with BAL collection on SICU day 5 or later compared to all patients regardless of BAL collection day.
DISCUSSION
Our results demonstrated that the routine addition of chlorhexidine mouthwash, as part of a ventilator management bundle, was associated with decreased development of probable VAP in SICU patients. There was no difference in secondary outcomes including duration of mechanical ventilation, in-hospital mortality, ICU and hospital length of stay. To our knowledge this is the first study that used the 2013 CDC VAE definitions for the diagnosis of VAP to assess the impact of oral chlorhexidine use.
Previously reported studies describing the use of chlorhexidine to prevent VAP have yielded mixed results. The findings in our study are consistent with a previously published study in mechanically ventilated cardiac surgery patients, in which patients who received chlorhexidine mouthwash demonstrated a 69.1% reduction in respiratory tract infections. [9] However, some studies infer little or no additional benefit with oral care such as prophylactic chlorhexidine in non-cardiac surgery patients, while other studies suggest that it has a positive impact on clinical outcomes. [11, 17, 18] A study including patients from 3 separate ICUs (medical respiratory, neurosurgical and surgical trauma) at a university medical center found no clinical benefit to chlorhexidine prophylaxis based on development of VAP through utilization of CPIS. [9] Patients that received chlorhexidine had a significantly lower CPIS at day 3, but failed to show a difference on days 5 and 7. A total of 547 patients were enrolled but 249 patients were evaluated on day 3 and 158 and 109 patients on days 5 and 7, respectively. The use of CPIS to diagnose VAP has been criticized because of inter-observer variability, and lower sensitivity and specificity in trauma, burn, surgical and medical populations. [19] Reliance on this scoring system may have contributed to conclusions opposite from our study. Although we did collect CPIS scores at the time of BAL collection, our primary endpoint utilized the CDC definition of probable VAP and a single physician interpreted chest radiographs for all analyzed patients.
In comparison to historical data, this study appeared to represent a typical SICU patient population for our institution. Overall the microbiology data was similar between groups except for the development of Staphylococcus aureus which was driven by differences in rates of MSSA. Patients are frequently admitted to our SICU after an acute event, which was reflected by many of our patient population primarily being admitted to the SICU upon hospital admission. Such acute events can put patients at risk for aspiration pneumonia which may explain the higher rate of MSSA compared to MRSA than what is normal from the institution. There was no difference in microbiological data for patients who had been in the ICU 5 or more days when BAL was obtained in total Staphylococcus aureus, MSSA or MRSA between groups. However, rates of Haemophilus influenza decreased significantly in those that had BAL obtained after five or more days in the SICU with a high trauma population, suggesting that community acquired or aspiration pneumonia may have resulted in higher rates of early pneumonias.
Similar to previously published studies, we saw a reduction in gram negative infections, specifically Pseudomonas aeruginosa. [7, 9] In regards to chlorhexidine administration, there was a trend for less Pseudomonas aeruginosa in those routinely administered chlorhexidine. Traditionally, Pseudomonas aeruginosa has been the second most common cause of SICU acquired infections in our medical center. Not only was there a trend towards decreased incidence in the post-group, Pseudomonas aeruginosa dropped from second most common pathogen in the pre-group to fifth most common in the post-group.
As Pseudomonas aeruginosa is one of the more common pathogens to be multidrug resistant in our institution, there may be a clinical benefit to the use of chlorhexidine in regards to resistance. Although the incidence of IVAC was decreased in the post-group, the organisms causing infection were similar in both groups.
This study is unique in the assessment tools utilized, specifically regarding the effective use of the updated CDC VAE surveillance definition for probable and possible VAP, which encompassed a standard range for temperature (>38°C, or <36°C) and WBC (≥12,000 cell/mm 3 or ≤4,000 cell/mm 3 ) with the initiation of a new antibiotic for 4 days or greater as it relates to infection risk. Much of the objective criteria used for these criteria were derived from research conducted by Klompas et al. [20] This tiered approach allows clinicians to more objectively screen patients and eliminate those patients that may have been diagnosed with VAP using CPIS or other outdated pneumonia guidelines. The number of probable VAP cases was lower in the post-group, suggesting clinical benefit of chlorhexidine mouthwash implementation based on updated objective CDC definitions.
This study was not without limitations. While the number of patients during the study period was large, strict exclusion criteria in an attempt to obtain a homogenous population resulted in a smaller sample size than expected, with less than 160 patients total included for analysis. The retrospective nature of this study has known inherent limitations, with reliance upon documentation in the electronic medical record. Information was captured within electronic progress notes, scanned documents and lab program, which required gathering data collection from a variety of systems. Literature evaluating the CDC's 2013 updated VAE surveillance guidelines utilized for the primary outcome of this study was not readily available at the time this study was being developed. Therefore, the validation of the updated CDC guidelines can further be supported by similar studies like this one. In addition, compliance was not assessed for the other individual VAP bundle components, such as spontaneous breathing trials, which could be a potential confounder if compliance changed significantly during the time period during which this study took place.
CONCLUSION
In summary, this study shows that prophylactic chlorhexidine mouthwash in addition to the use of a VAP bundle was associated with significantly lower probable VAP in mechanically ventilated SICU patients compared to patients that did not receive prophylaxis. Overall, the significant reduction in probable VAP was associated with a substantial reduction in Pseudomonas infections in the chlorhexidine group. Furthermore, the outcomes from this study are suggestive of decreased patient cost related to antibiotic management, but prospective randomized controlled trials are needed to confirm.
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